However, psychiatrists across the country will be interested in some of the ways in which this legislation departs or moves ahead from the positions taken by CMHA nearly ten years ago. Some of the following comments are based on the details of the Act which are not mentioned specifically in Dr. Hellon's report. A minor 'quibble' is with Section 35, where it states that certificates of incapacity are applicable only to formal (involuntary) patients. Is it not possible for someone to be a voluntary informal patient from the time of admission, or even while living in the community as a patient, but still be incapacitated to manage his business affairs? *A mouse-trap; easy to enter but not easy to get out of. However, more important are some of the more innovative features of the Actthree are selected for comment.
The provisions for a Provincial Mental
Health Advisory Council and for Regional Councils with similar duties for defined parts of the Province are viewed as stepping stones to the development of a Health Advisory Council and Regional Health Councils. This is sensible and is in line with similar devel opments elsewhere in Canada. From experi ence it would seem that there should be greater unity and linkage between the Pro vincial Council and the Regional Councils by legislating representation on the Provin cial Council from each Regional Council as well as from professional organizations.
Another step which will be watched with interest is the requirement that the state establish standards of care by regulation. This is the one area in which the Alberta Act is directly in opposition to the CMHA August, 1973 principle which, by regulation, supported the maintenance of structural safety (fire protection, space allowances) and organiza tional adequacy, maintenance of by-laws, authority and professional qualifications of employees, which can be those applicable to all health institutions, but considered that services to be offered (quality of care, staff/ patient ratios, standards of records, methods of medical audit, and so on) should be in the hands of accrediting bodies or as a con dition for additional operating grants. If the standards are set by government at a minimum level so that all existing bodies qualify, then in many cases this becomes the basis of financial support by government; or if the standards are set at an ideal or optimum level but government funding is denied, or adequately qualified manpower is lacking, then the institutions are operating 'illegally'. The recent court decisions in Ala bama regarding rights to treatment illustrate this dilemma.
Dr. Hellon rightly points out that the most controversial facet of the new Act is the creation of the 'Registered Therapist'. The ripples of the controversy have rever berated A Mori Usque Ad
Mare. An initial response is to feel that the total entitlement of the right to conjointly issue 'certificates' is a miniscule privilege, with little skill re- 339 quirements to be achieved or assessed for its operation -in fact, every peace officer is presumed to have the same skill and responsibility. Moreover, since the Regis tration Board presumably will, or should, apply the same standards for the perform ance of common duties to all applicants, why the 'pre-screening' through professional associations which, with two exceptions, are not even statutory licensing or registration authorities for the professions concerned. Will they adopt similar qualifications? Hopefully, the Board will quickly move to consider the qualifications to practise the real skills possessed by the various profes sions.
Although under the Act advertising is prohibited to Registered Therapists, this hardly seems necessary since, with their only defined privilege being the issuance of one detention certificate (so long as the other is issued by a physician) it is doubtful whether we will be exposed to large neon signs read ing: "Registered Therapist -Get Your Involuntary Admission Certificates Here -Discount Rates." 
